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Abstract
Although many factors may contribute to the etiology of bulimia (Killian,
1994; Root et al., 1986; Striegel-Moore et al ., 1986; Weiss et al., 1994), only a few
factors differentiate between individuals who will or will not develop bulimia nervosa.
There is a need to further explore and narrow the determinants of bulimia nervosa in
order to develop a universal model to understand and treat the disorder. This study
investigates the extent that childhood mealtime experiences and father's parenting style
contribute to the manifestation of bulimic symptoms. The Bulimia Test-Revised
(Thelen & Farmer, 1991) is used to classify 146 college-age females and 22 eating
disordered patients along a continuum of bulimic symptoms. To measure perceived
childhood mealtime experiences and the degree of care and protection received from
their fathers, participants completed the Childhood Family Mealtime Questionnaire
(CFMQ) (Miller 1989, 1993) and the Parental Bonding Instrument (PBI) (Parker et al.,
1979).
Nine of the eating disorder patients (40.9%) and five of the college students
(3.4%) scored within the diagnosable range of bulimia nervosa. The extent to which
one exhibits bulimic symptoms correlated significantly with the participants'
perceptions that their fathers were rejecting and overprotective. That is, young women
with bulimic symptoms perceived their fathers as both less caring and more
controlling. In addition, the extent to which one exhibits bulimic symptoms correlated
significantly with the following childhood mealtime measures: General Stress, Weight
and Health, Importance of Food and Meals, and Food Specific Stress. More

Predictors of Bulimia

3

specifically, it was found that among the therapy group of bulimics (n = 9), bulimic
symptoms were significantly correlated with Food Specific Stress. In predicting
bulimic symptoms, the best one-variable risk model is childhood mealtime experiences.
Further exploration indicated that subscales of the CFMQ were significantly intercorrelated; therefore, further multiple regression analyses were inappropriate.
Recommendations were made for refining the CFMQ and using it with other
populations, such as anorexic and substance abuse disorders. This study's findings
support the hypothesis that bulimic symptoms are arranged along a continuum and
recommendations are made accordingly. Implications are discussed for understanding,
preventing, and treating bulimia.
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Father's parenting style and childhood
mealtime experiences: Predictors of bulimia
Bulimia nervosa is fairly new to researchers, since the American Psychiatric
Association did not identify it as a distinct disorder until 1980. There are still many
discrepant and inconsistent findings surrounding the etiology of bulimia nervosa.
These findings need to be clarified, since 1-3% of female adolescents and young adults
suffer from this eating disorder (American Psychiatric Association, 1994). On a
Midwestern college campus, Mintz and Betz (1988) found that 3% of undergraduate
women met the DSM-III-R criteria for bulimia nervosa. If 3 % of women currently in
college are bulimic than as many as 180,000 women may be suffering from this
debilitating disorder (Dickstein, 1989). Although the prevalence rates that researchers
report vary, there is enough evidence that bulimia nervosa is a major health problem,
especially for college-age women.
In order to effectively design prevention and treatment programs for bulimia
nervosa, the risk factors need to be accurately identified. In the literature, most
theorists present bulimia nervosa as a heterogeneous and multi-determined eating
disorder (Killian, 1994; Root et al., 1986; Striegel-Moore et al., 1986; Weiss et al.,
1994). For instance, Striegel-Moore and colleagues (1986) reviewed the literature on
bulimia and concluded that women manifest bulimic symptoms in a variety of ways,
so the model of bulimia needs to include a broad number of variables. Another
literature review executed by Weiss (1994) and his colleagues suggests that bulimia
nervosa develops when personality and behavioral deficits combine with ineffective

Predictors of Bulimia

6

coping strategies (Weiss et al., 1994).
To help understand bulimia nervosa, the American Psychiatric Association
(APA) (1994) defined this eating disorder as "binge eating and inappropriate
compensatory methods to prevent weight gain" that occur an average of twice a week
for 3 months in addition to self-evaluation focusing on their shape and weight. In
1994, APA added the following criteria in the DSM-IV: the inclusion of bulimic
subtypes (purging and nonpurging) and the specifier that it does not occur solely
during anorexia nervosa episodes (American Psychiatric Association, 1994).
In some studies, researchers either neglect to study pertinent mediating factors
or combine factors with more complex factors . To solve these problems, there is a
need to further explore and narrow the determinants of bulimia nervosa, so that a
universal model can be developed to understand and treat bulimia. This will aid in the
identification of the predisposing risk factors for bulimia.
Although many factors may contribute to the etiology of bulimia, only a few
factors differentiate between individuals who will or will not develop bulimia nervosa.
Most researchers acknowledge that environmental factors, such as sociocultural
(Killian, 1994; Root et al., 1986, Striegel-Moore, 1986) and family influences
(Altemus, 1994; Humphrey, 1989; Killian, 1994; Kog & Vandereycken, 1989a, 1989b;
Kuntz et al., 1992; Root et al., 1986; Strober & Humphrey, 1987), have a significant
influence on the etiology of eating disorders. Killian's (1994) review gives an
overview of the family system variables that are related to the occurrence of bulimia.
In the sociological system, bulimic symptoms are proposed as a way for women: to
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meet society's thinness standard and to achieve some control in a society where
women are subordinate (Killian, 1994). Though all women are exposed to these
cultural expectations, not all women develop bulimia nervosa. Cultural influences,
while significant, are obviously not the only variables that contribute to the
development of bulimia.
In search of a model that encompasses multiple levels of influential variables,

several theorists explain bulimia nervosa from a family systems perspective (Killian,
1994; Kuntz et al., 1992; Root et al., 1986). Killian (1994) reviews the role that
psychopathology, sociology, and interpersonal relationships play in the development of
eating disorders. In doing so, this family system theorist suggests that all these
variables are interdependent and interact to develop and maintain eating disorders. To
illustrate how these systems interact, Root et al. (1986) describes bulimic families as
displaying the following characteristics: (1) individual and subsystem boundary
problems; (2) inequitable distribution of power, reinforced by the cultural system; and
(3) weight and appearance as important factors.
A proliferation of studies have focused on the role that family dynamics play in
the etiology of eating disorders (Altemus, 1994; Humphrey, 1989; Kog &
Vandereycken, 1989a; Kog et al ., 1989). After reviewing the literature on familial
influences on eating disorders, Strober and Humphrey (1987) hypothesize that one's
personality and temperament interact with familial and social influences that negatively
effect self-esteem and self-efficacy. This proposition also does not answer the
question of why some women develop bulimia when others do not. Other researchers
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have attempted to answer this question by focusing on either self-perceptions
(Altemus, 1994; Kog & Vandereycken, 1989a; Kog et al., 1989) or observations
(Humphrey, 1989; Kog & Vandereycken, 1989a) of interactions in eating-disordered
families.
Most studies examine family members' or eating disorder patients' perceptions
of their family relationships. When compared with control families, Kog et al. (1989)
found that eating-disordered families report more conflict and disorganization, which is
especially true for bulimic anorexics (Kog et al., 1989). This study shows that not
only do control families and eating-disordered families differ, but the different types of
eating disorder families also differ with bulimic anorexics being the most
dysfunctional. Another researcher examined individuals' perceptions of their family
environment by studying individuals with varying degrees of eating problems
(Altemus, 1994). Altemus (1994) found that a clinical group (anorexic, bulimic, and
bulimic-anorexic) reported lower levels of cohesion, expressiveness, and independence
and higher levels of conflict and control when compared to a nonclinical eatingdisordered group. In this study, it is unclear whether or not the family environments
of eating disorder patients vary across types or by severity.
Humphrey (1989) directly observed eating disordered families and found that
eating disorders develop due to a unique pattern of distressed familial interactions.
Bulimic families were observed as being hostilely enmeshed while anorexic families
were observed as affectionate and neglecting their family members' needs to express
themselves (Humphrey, 1989). Humphrey (1989) further suggests that bulimics and
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their families are "hungry" for affection and nurturance, which is why they turn to
food or alcohol for comfort.
To investigate consistencies between individuals' perceptions and direct
observations of interactions, Kog and V andereycken ( 1989a) examined eating
disordered and control families on both behavioral and self-report measures of
cohesion, adaptability, and conflict. When eating-disordered families are compared
with controls, they found that they are significantly more rigid and less likely to
openly discuss problems between parents and children (Kog & V andereycken, 1989a).
The results were further refined to demonstrate that bulimic (normal-weight) and
anorexic (restricting and bulimic) families interact in different ways. Bulimic families
were perceived as agreeable, uncohesive, and poorly organized in their interactions,
while the anorexic families were perceived as nonconflictual, cohesive, and stable.
Another review of the literature suggests that although there is a great deal of conflict
in bulimic families, family members are discouraged from expressing their conflict
(Johnson & Connors, 1987). This differs from the anorexic families, since they
completely avoid conflict (Johnson & Connors, 1987). By grouping all eating
disordered individuals, researchers may be missing distinctions such as these. Because
of individual and familial differences, researchers need to continue to differentiate
families of anorexics and bulimics.
Taking into consideration the heterogeneity of eating-disordered families,
Johnson and Flach (1985) compared bulimic and control participants on their
perceptions of their family environment and found that bulimic families put less
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emphasis on independent activities as compared to control families. Their most
promising finding was that the more disorganized the bulimic family, the more severe
the bulimic symptoms, suggesting that family dynamic variables may vary with degree
of eating disorder symptomalogy.
A problem with studies that look at varying degrees of eating problems is that
they lack a standardized way to group and define their participants. For instance,
McNamara and Loveman (1990) grouped their participants into bulimics, repeat
dieters, and nondieters.

Their groups were distinguished by the degree of risk for

developing bulimia, but they lacked an adequately defined intermediate group. Instead
of using a repeat dieters group, Kent and Clopton (1992) used subclinical bulimic
participants in addition to the bulimic and symptom-free participants. However, the
results of this study were inconsistent with other studies done in clinical settings, since
nonclinical bulimics did not differ from symptom-free participants on degrees of
family conflict or parental caring. Kent and Clopton (1992) suggest that this may be
due to the differences between clinical and nonclinical populations of bulimics. In
other words, the dysfunctional interactions found in the past studies on clinical
bulimics may be due partially to therapy effects, such as a heightened awareness of
conflict or their desire to seek help (Kent & Clopton, 1992).
To avoid the problems with finding adequate control and intermediate groups
of participants, one researcher chose to examine only bulimics and their families
(Waller, 1994; Woodside et al., 1995). The findings reflected an association between
bingeing, poor problem-solving, and uncohesive structure within the family (Waller,
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1994). By associating family variables with specific bulimic behaviors, this researcher
proposes investigating familial variables in terms of bulimic symptoms instead of
general eating disorder diagnoses.
Although these studies continue to clarify the family variables that are present
in bulimic families, they still fail to answer an important question: why do bulimics
tum to food instead of alcohol or other self-destructive behaviors? In an attempt to
answer this important yet overlooked question, some researchers have investigated
eating-disordered women's relationship with food (Brouwers, 1994; Frank, 1991).
Frank ( 1991) found that eating-disordered women experience significantly more shame
and guilt regarding eating-related issues than normal and depressed women. This
researcher suggests that these findings are due to eating-disordered women's guilt
about needing nurturance in a family that is enmeshed and unempathic (Frank, 1991).
Since Frank (1991) does not differentiate between anorexic and bulimic individuals,
the conclusions may be more relevant to one of the eating disorder types. Despite this
limitation, Frank {1991) suggests that further research needs to identify the meaning of
food for women with eating disorders.
A more recent study found that bulimic women describe feeling a variety of
ways toward food : helpless, entrapped, friendly and in love, hatred, obsessed, sexual,
and hopeful (Brouwers, 1994 ). These studies were helpful in describing eatingdisordered women's relationship with food, but they fail to address the relationship
between these conflicted feelings and their own disordered eating.
Lehman and Rodin {1989) investigate the relationship between self-nurturance
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and disordered eating and found that bulimics were more likely to tum to food for
comfort and nurturance and less likely to tum to non-food related items. The real
issue may not be that bulimics feel guilty about needing nurturance, but that they
choose to utilize food for comfort and support. One of the very few prospective
studies in the literature has investigated eating-related behaviors in children over a 10year period (Marchi & Cohen, 1990). They found that childhood eating problems
placed these children at greater risk for developing problematic eating behaviors in
adolescence. For instance, Marchi and Cohen (1990) found that those who
experienced problematic mealtimes were more likely to be at risk for developing the
more severe bulimic symptoms. This last finding identifies an area of research few
researchers have investigated.
Examining childhood mealtimes is an overlooked variable, since most
researchers focus on general family interaction variables that are not eating-related.
Miller and her colleagues (1993a, 1993b) are the only researchers that have focused on
familial variables related to food. By examining bulimic's childhood mealtime
experiences, they investigated possible reasons that bulimics tum to food as their
"ailment" of choice. This group developed their own Childhood Family Mealtime
Questionnaire (CFMQ) to compare the perceptions of college females (51 bulimics, 51
nonbulimics, and 26 repeat dieters) in terms of the mealtimes they experienced as a
child. The CFMQ significantly distinguished between the bulimic and nonbulimic
groups (Miller, 1993a). More specifically, bulimics reported conflicting and stressful
mealtimes, the use of food as punishment and manipulation, and the importance placed
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on dieting and weight (Miller, 1993a). Another study done by Miller and her
colleagues (1993b) also found that bulimics perceived their mealtimes as unusual and
negative when compared to controls. Although these studies need to be reexamined
using a clinical population of bulimics, they do suggest that a mediator between
families' interaction difficulties and bulimic symptoms is indeed food-related.
Instead of focusing on the families interactions surrounding food, many
researchers have investigated the parental variables that influence the development and
maintenance of eating disorders (Calam et al., 1990; Palmer et al., 1988; Simms,
1995). Most studies have used the Parental Bonding Instrument (PBI) (Parker et al.,
1979) to investigate the influence of the degrees of parental caring and controlling on
the etiology of eating disorders. Although this scale is widely used across various
cultural populations and research areas, the results with eating disorder populations
have been inconsistent and inconclusive. Parker and colleagues (1979) state that the
PBI can be used to examine the following types of parental bonding: (1) average, (2)
"optimal bonding" (high care-low overprotection), (3) "absent/weak bonding" (low
care-low overprotection), (4) "affectionate constraint" (high care-high overprotection),
and (5) "affectionless control" (low care-high overprotection). Taking this and past
studies into consideration, it is reasonable to hypothesize that eating-disordered women
perceive their parents as having "affectionless control," while healthy, non-disordered,
individuals perceive their parents as "optimal bonders."
Despite these hypotheses, Palmer et al. (1988) and Simms (1995) did not find a
parental bonding type using the PBI (Parker et al., 1979) that was unique to women
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with eating disorders. Both of these studies have methodological problems, such as an
inadequate control group (Palmer, 1988) or failing to distinguish the eating disorder
types (Simms, 1995). Another study using the PBI (Parker et al ., 1979) had an
adequate control group and found that overall eating-disordered patients remember
their parents as lacking in care and their fathers as overprotective (Calam et al., 1990).
That is, fathers were perceived as both rejecting and overcontrolling. This overall
finding needs to be considered in light of the literature that has indicated bulimic and
anorexic families interact in different ways. By looking at general findings,
researchers may be masking results that discriminate bulimic and anorexic daughters.
To discriminate the general findings on parenting style, some researchers have
investigated solely bulimics' perceptions of their parents. A study that used the PBI
(Parker et al., 1979) to compare bulimic's perceptions of their parents with those of
control participants found that only 5.4 % of bulimics and 43 .8 % of controls
perceived their parents as "optimal bonders" (high care, low control) (Pole et al.,
1988). Though these results are inconsistent with studies that looked at eatingdisordered women in general, these may be a more accurate portrayal of the parenting
styles of bulimic parents. More specifically, the finding that bulimics perceive their
mothers as rejecting is consistent with past findings (Pole et al., 1988).
Investigating parenting styles is very important when examining adolescent
bulimics, particularly those leaving home. This developmental stage deserves much
attention, since most bulimic individuals develop symptoms in late adolescence and
exhibit full-blown symptoms by the time they are college-age. A literature review
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proposes the possibility that the college environment encourages vulnerable students to
develop bulimic symptoms (Dickstein, 1989). For some women the transition to
college may also be a transition from a very controlled environment, living with their
parents, to an environment full of freedom to make decisions.
During the adolescent and launching stages in the family life-cycle, healthy
parental systems allow adolescents to balance autonomy with closeness to the family
system (Root et al., 1986). In other words, Root et al. (1986) describes leaving home
as a "culmination of successful individuation and separation between parents and
children." In tum, adolescents have difficulties separating from their families and
developing their autonomous selves when parents are rejecting and/or overprotective.
Family systems theorists have proposed that bulimics manifest their symptoms in a
reaction to their inability to express their desire for individuation (Root et al., 1986).
Barth (1989) also proposes that bulimic symptoms are a way for the individual
to cope with unresolved separation-individuation difficulties. A study that examined
separation-individuation and parental bonding found that late adolescent women with
an eating disorder report significantly more maternal protection, significantly more
separation anxiety, and significantly less healthy separation than controls (Rhodes &
Kroger, 1992). These findings support the proposition that parenting styles contribute
to bulimics' difficulties with the separation-individuation process encountered in the
adolescent and launching family stages. Although these findings are pertinent, they
need to be interpreted with caution, since they used a New Zealand population and
grouped eating-disordered participants.
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Other researchers have investigated college women's separation-individuation
difficulties in the United States with promising results (Friedlander & Siegel, 1990;
Smolak & Levine, 1993 ). Friedlander and Siegel (1990) found that eating-disordered
women reported a more complex pattern of separating from their mothers than from
their fathers. Smolak and Levine (1993) chose to examine separation-individuation
difficulties to distinguish between bulimic and anorexic symptoms. In their study, they
found that women with anorexic symptoms are generally underseparated, while women
with bulimic symptoms are both over- and underseparated from their parents (Smolak
& Levine, 1993). More specifically, bulimics have much guilt about separating from

their parents, but they are also overseparated in that their attitudes greatly differ from
their parents (Smolak & Levine, 1993 ). These studies clarify issues that occur after
the onset of bulimia instead of those that were present before the onset of bulimic
symptoms.
To further investigate how parents of bulimic individuals influence the
development and maintenance of symptoms, there is a need to identify the mediating
variable that relates these parental variables to bulimic's choice of food and eating
behaviors. Miller et al. (1993) found that bulimic individuals enjoyed childhood
mealtimes more when their fathers were not around. This suggests that childhood
mealtime experiences may be the mediating variable between father's parenting and
the development of bulimia.
To date, only one study has focused solely on the father-daughter relationship
(Keller, 1986) as a contributing variable to eating disorders. Keller (1986) used the
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Child's Report of Parental Behavior Inventory and found that bulimics perceive their
fathers as more controlling and more rejecting. These results are consistent with the
studies that used the PBI to discover that the bulimics perceive their parents as
affectionless and controlling (Calam et al., 1990; Rhodes & Kroger, 1992; Pole et al .,
1988). In actuality, fathers, not the parental pair, may be the ones contributing to the
difficulties in bulimic family interactions.
The author of Father Hunger: Fathers. Daughters. and Food proposes that
women with eating disorders have unfulfilled "father hunger," which is described as a
"deep, persistent desire for emotional connection with a father that is experienced by
all children" (Maine, 1991 ). She further suggests that mealtime may be the only time
that daughters spend with their dads, so it may be the only time for them to receive
attention from their fathers. When these daughters fail to connect with their fathers at
mealtimes, some may begin to associate their appetite for food with their "hunger" for
dad. As a result, these daughters may begin turning to food and manifesting bulimic
symptoms as a way to cope with their need for a close relationship with their father.
Another literature review on the father's role in their children's psychopathology
supports the notion that bulimic individuals tum to an external form of coping (Phares
& Compas, 1992). These authors concluded that fathers have more influence on those

problems that are externalizing as compared with internalizing problems (Phares &
Compas, 1992). For example, father's parenting style may be influential on bulimic
daughters use of food as a coping mechanism. To date, the mediating variable that
accounts for the association between bulimic's choice of food and father's parenting

Predictors of Bulimia

18

style has yet to be established.
There is a debate in the literature regarding whether bulimia nervosa is more
complex than the present quantitative definitions and criteria. One study found that
the more severe the college women's eating problems, the lower their self-esteem, the
more negative their body image, the greater their tendency to believe sociocultural
norms regarding thinness for women, and the more obsessive their thoughts are
regarding weight and appearance (Mintz & Betz, 1988). These results and other
studies support the continuum hypothesis that describes groups on the continuum as
sharing similar psychological characteristics, while they differ only in the frequency or
severity of eating problems (Scarano & Kalonder-Martin, 1994). Studies that have
supported using a continuum hypothesis propose that it ranges from "normal" eating
on one end to bulimia on the other end (Bailey, 1991; Dancyger & Garfinkel, 1995;
Mintz & Betz, 1988; Scalf-Mciver & Thompson, 1989; Scarano & Kalonder-Martin,
1994). Mintz and Betz (1988) have further proposed various intermediate forms of
eating problems, such as chronic dieting, bingeing, purging, and subthreshold bulimics.
In this study, participants will be classified along a continuum of bulimic
symptoms from symptom-free to highly symptomatic. This study proposes that
childhood mealtime experience is the mediating variable between father's parenting
style and bulimic symptomalogy . This is the first to examine a risk factor model that
includes both father's parenting and childhood mealtime experiences. These variables
will be measured to answer the following questions regarding their relationships: ( 1)
To what extent do childhood mealtime experiences contribute to the severity of
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bulimic symptoms? ; (2) To what extent does father's parenting style contribute to the
severity of bulimic symptoms? ; (3) What is the relative contribution of each of these
two factors in predicting the manifestation of bulimic symptoms?
Taking into consideration these questions, this study investigates the following
hypotheses:
(1) The severity with which a woman exhibits bulimic symptoms will correlate with
high levels of stress and conflict at meals and the use of food as a reward and
punishment.
(2) The severity with which a woman exhibits bulimic symptoms will correlate with
the participants' perceptions that their fathers were rejecting and controlling as
opposed to caring and promoting independence.
(3) If the extent to which a woman manifests bulimic symptoms is best predicted by a
one-variable model, then the childhood mealtime experience measures, rather than
father's parenting style, will be the best predictors of the extent to which she
exhibits bulimic symptoms.
(4) If the extent with which a woman manifests bulimic symptoms is best predicted by
a two-variable model, then bulimic women will report experiencing a controlling
father and conflicted mealtimes.
Method
Participants
One-hundred-and-forty-six college-age females (ages 17 to 37, mean= 18)
from Eastern Illinois University served as a control group and source of subclinical
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and untreated bulimic subjects. Among the college females surveyed, 13 (8 .9%)
reported having had an eating disorder at some time. Twenty-two female, eating
disorder patients (ages 15 to 38, mean= 21) have been identified from inpatient and
outpatient treatment programs, including a student counseling center, hospitals, and
community mental health centers. The Bulimia Test-Revised (Thelen & Farmer, 1991)
was used to classify participants along a continuum of bulimic symptoms. Nine of the
eating disorder patients (40.9%) and five of the subclinical college students (3.4%)
scored within the diagnosable range of bulimia nervosa.
Materials
Three questionnaires designed by other investigators have been used. Besides
these, the investigator designed a demographic questionnaire (see Appendix A for
demographic questions) to collect background information. The questions included
factors , such as age, emotionally-equivalent father, and childhood family structure. In
addition, questions covered eating disorder diagnosis, onset, treatment, and recovery
status. (See Appendix B for consent and debriefing forms.)
The Bulimia Test-Revised (BULIT-R) (Thelen & Farmer, 1991) was used to
assess the extent to which participants exhibited bulimic symptoms. This is a 36-item,
self-report inventory with a five possible multiple-choice format. A score of 5 denotes
a full-blown symptom and a score of 1 denotes an absence of that symptom. Twentyeight of the items are scored, so the total scores range from 28 to 140 with the cutoff
for bulimia being 104. The BULIT-R has been highly correlated with other
instruments measuring bulimia. Validity and reliability have been established (Thelen
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& Farmer, 1991) with further validation using the DSM-IV (American Psychiatric

Association, 1994) criteria for bulimia nervosa (Thelen et al., 1996).
The father form of the Parental Bonding Instrument (PBI) (Parker et al., 1979)
was used to measure participant's perception of their father's parenting style up to age
16. The PBI is a 25-item (12 "care" and 13 "overprotection"), self-report instrument
using a 4-point Likert scale. Father's parenting style is assessed by degrees (high and
low) of care and overprotection. The PBI is a reliable and valid instrument that
identifies optimal parental bonding (high care, low protection) and examines the
influence of dysfunctional parenting.
The Childhood Family Mealtime Questionnaire (CFMQ) (Miller, 1989, 1993)
was used to assess participants' perceptions of their childhood (up to age 13) mealtime
experiences. The CFMQ consists of 101-items scored on a 5-point Likert scale.
Factor analysis has established the following six subscales: General Stress (20 items,
scores ranging 20-100), Weight and Health (18 items, scores ranging 18-90),
Rigidityffraditional (24 items, scores ranging 24-120), Importance of Food and Meals
(12 items, scores ranging 12-60), Food Specific Stress (8 items, scores ranging 8-40),
and Communication (19 items, scores ranging 19-95).
Procedure
Each participant completed the background information sheet and the three
questionnaires. The subclinical and control participants were administered the
questionnaires in a classroom setting. Therapists were asked to administer the
questionnaires to their eating disorder clients.
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Analysis
Because the three questionnaires used herein each have interval/ratio
measurement scales, correlations and multiple regressions have been used to analyze
the data. The following combination of correlations were examined: (1) correlation
between father's parenting style and bulimia nervosa, and (2) correlation between
childhood mealtime experience and bulimia nervosa. A multiple regression was
undertaken to analyze which factors best predict bulimic symptoms.
Results
On average, the participants in therapy for bulimia scored higher on the
BULIT-R than did bulimic women not in therapy. On the other hand, the bulimic
women not in therapy scored higher on total measures of childhood mealtime
experiences and father's parenting style than did those in therapy. Mean scores for the
BULIT-R and for subscales of the CFMQ and PBI are presented in Table 1.
Childhood mealtime experience correlated significantly with severity of bulimic
symptoms (r

=

.46, p

:s .0001).

In addition, four of the six mealtime experience

measures (General Stress, Weight and Health, Importance of Food and Meals, Food
Specific Stress) correlated significantly with the extent to which one exhibits bulimic
symptoms. The severity of bulimic symptoms correlated positively with the perception
that fathers were overprotective/overcontrolling (r

=

.35, p :S .0001) and negatively

with the perception that fathers were caring (r = -.31, p :S .0001). Correlation
coefficients for each of the subscales of the CFMQ and of the PBI are presented in
Table 2.
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When correlations were run separating out the bulimic (BULIT-R score 2:. 104)
participants, fewer significant results were found (see Table 2). Among bulimic
participants currently in therapy (N=9), the severity of bulimic symptoms correlated
significantly with one mealtime experience measure, the degree of Food Specific
Stress. No significant correlations were found among bulimic participants not in
therapy (N=5).
Father's parenting style and childhood mealtime experiences were analyzed
independently for their ability to predict bulimic symptomalogy. Childhood mealtime
experiences accounted for 21 % of the variance (F[l, 166]

=

44.01, p < .0001).

However, father's parenting style failed to account significantly for a proportion of the
variance (F[l, 166]

=

1.20, p < .2753) predicting bulimic symptomalogy.

Among further analyses, it was found that subscales of the CFMQ and PBI
were significantly inter-correlated. For instance, father caring and father
overprotection are significantly correlated (r = -.47, p < .0001). A correlation matrix
of the subscales of the CFMQ is presented in Table 3. Correlations range from r = .21
to r = .61 and 13 combinations are significantly inter-correlated. Due to
inter-correlations, further multiple regression analyses were inappropriate.
Discussion
To what extent do childhood mealtime experiences contribute to the severity of
a young woman's bulimic symptoms? As predicted, the extent to which a woman
exhibits bulimic symptoms is significantly related to the degree of General Stress at
childhood mealtimes and the degree of Importance of Food and Meals. Although the
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degree of conflict (Communication subscale) at mealtimes was not found to be
significantly related, other childhood mealtime experiences were found to be correlated
to bulimic symptomalogy, including the degree of Food Specific Stress and the
importance placed on Weight and Health. These findings support studies (Miller et
al., 1993a, 1993b) which found that bulimics reported their childhood mealtimes to be
more negative and unusual than the control participants. Unlike past research (Miller
et al., 1993a, 1993b), this study included bulimics that were currently in treatment.
Among bulimic participants in therapy, the severity of their symptoms was
significantly related to the degree of Food Specific Stress they experienced during
childhood.
These results further support the notion that childhood mealtime experiences
may be the mediating factor between family interactions and the development of
bulimia nervosa. These findings may provide some insight into how some woman
develop eating disturbances, while others do not. Young women that have developed
bulimia or bulimic-like symptoms report having more stressful mealtimes, particularly
food specific stress. For instance, if parents forced these young women, at an early
age, to eat food they did not like and to eat rapidly, then this may have placed them at
a greater risk to tum to binge eating at times of stress and change in their current
lives. The stress level at mealtimes may also have contributed to the previous finding
that bulimics come from family systems which were observed as uncohesive (Waller,
1994).
While mealtimes and food are associated with stress, families of bulimic
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women also seem to place a great deal of importance on food and meals. For
instance, daughters who later developed bulimic symptoms may have experienced
mealtimes as the only time their families spent together, and coincidentally a time of
stress as well. In addition, these family members may have been discouraged from
effectively expressing conflict (Johnson & Connors, 1987), thus, in tum, their
daughters became poor problem solvers (Waller, 1994). Food may also have been
viewed as important, since women with bulimic symptoms were more likely to report
that food was used to soothe their pain or that they were taught to clean their plate at
mealtimes. In this way, food, in preference to other substances or strategies, may have
become a substitute for the care and protection that they were not receiving from their
family (Humphrey, 1989).
The finding that women with bulimic symptoms reported early emphasis on
weight and health is probably a further contributing factor to their later focus on
weight. If these women's parents have emphasized their weight and explained their
success in terms of their appearance, then these young women may have been more
likely to believe that their weight and appearance is a central factor of self-esteem.
These women may have undertaken extreme measures to lose weight, since they
experienced an overemphasis on the value of their appearance and they exhibit poor
problem solving skills under stress.
To what extent does father's parenting style contribute to the severity of a
young woman's bulimic symptoms? The present study found that the extent to which
fathers were rejecting and overprotective contributed significantly to the severity of
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their daughter's bulimic symptoms. This study further supports past research
suggesting that bulimics perceived their fathers as affectionless and controlling (Calam
et al., 1990; Keller, 1986; Rhodes & Kroger, 1992; Pole et al., 1988). These young
women are accustomed to having their fathers control and protect them. When they
leave their family system ( eg. go away to college, get married, etc.), they are more
likely to have trouble making decisions independently and solving problems
appropriately. Past research has found that fathers have an impact on their children's
psychopathology in that children tum to an external form of coping, as in eating
disorders and substance abuse (Phares & Compas, 1992). Therefore, when fathers of
women with bulimic symptoms fail to give their daughters affection and emotional
closeness, these daughters may be at risk, searching for paternal nurturance in other
ways, such as food and/or other substances. In addition, young women who tum to
food during stress and demanding developmental transitions may believe that food is
the only factor they can control in their lives.
What is the relative contribution of each of the two factors, childhood mealtime
experiences and father's parenting style, to the development of bulimic symptoms? As
hypothesized, childhood mealtime experiences are the best one-variable model for
predicting bulimic symptoms. This finding appears sensible, since paternal rejection
and overprotection is probably not unique to women with bulimia. Although father's
parenting may play a role in women's choice of coping mechanism, it is more likely
that unusual and negative mealtime experiences place these women at even greater risk
for developing bulimia. These findings are consistent with theories that suggest adult
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psychopathology is related to certain childhood experience.
Since these findings reflect correlational associations, a causal relationship
cannot be postulated between the predictor variables (father's parenting style and
childhood mealtime experiences) and bulimic symptoms. In other words, this study
cannot prove that familial factors, such as rejecting fathers and families that place a
great importance on food and mealtime experiences, cause young women to develop
bulimia nervosa. Those participants with more severe symptoms may be remembering
their families and fathers differently after having developed bulimia nervosa.
Longitudinal studies may identify a stronger causal relationship between these
variables.
The relationship between these variables and the strength of the predictor
model may be improved with a larger clinical sample of eating disorder patients. The
clinical sample used in the present study was a heterogeneous group, so not all may
have had diagnosable bulimia nervosa. Since the Childhood Family Mealtime
Questionnaire (Miller 1989, 1993) has not been used to predict anorexic symptoms,
this would be an important next step. Additional findings would show if the
relationships found are only applicable to bulimia nervosa or are applicable to the
development of related eating disorders.
Recommendations
Since many of the subscales were inter-correlated, elaborate regression analyses
were precluded. For instance, the subscales of father's parenting style were correlated,
so rejecting and controlling fathers could not be analyzed separately as possible
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predictors of bulimia nervosa. In addition, the majority of the childhood mealtime
measures were inter-correlated, so further regression analyses were inappropriate.
Although the CFMQ (Miller 1989, 1993) is a valuable instrument and has helped
describe the relationship between childhood mealtimes and later development of
bulimia nervosa, this instrument needs to be further refined so the subscales are
measuring distinct factors. It would also be helpful to have a clearer definition of the
participants' family dynamics, since the organization of their families may contribute to
the degree of stress at mealtimes. In doing so, it would be valuable to examine what
relationships exist between various mealtime measures and family dynamic variables.
It has been suggested that bulimics tum to food as a way to self-medicate their

dissatisfaction with their body image, but they could also tum to alcohol and drugs. It
would be helpful to include variables that measure whether bulimics are participating
in other self-destructive, substance-related behaviors. In this way, one would be able
to determine if family variables, such as parenting styles and mealtime experiences, are
unique predictors for the development and maintenance of bulimia nervosa or are also
predictors of other disturbances.
Unlike previous studies regarding the relationship between parenting and
bulimia, the present findings support the hypothesis that bulimic symptoms are
arranged along a continuum (Bailey, 1991 ; Dancyger & Garfinkel, 1995; Mintz &
Betz, 1988; Scalf-Mciver & Thompson, 1989; Scarano & Kalonder-Martin, 1994). In
this study, the greater the severity of bulimic symptoms, the more likely women were
to report their fathers as less caring and more overprotective. Utilizing the continuum
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hypothesis, this study was able to strengthen the results, since more significant
correlations were found along a continuum of bulimic symptoms than between bulimic
and non-bulimic groups of women. Since young women may fluctuate among eating
disorder patterns, it is important to classify them along such a continuum of symptoms.
This approach accounts for severity levels and the extent to which each is exhibiting
other factors, such as distorted body image or low self-esteem. In diagnosing
individuals into discrete groups of eating disorders, one loses the range and
heterogeneity of symptoms previously established as critical in understanding eating
disorders.
Although many variables may ultimately place young women at risk for
developing bulimia nervosa (Killian, 1994; Root et al., 1986; Striegel-Moore et al.,
1986; Weiss et al., 1994), experiencing stressful mealtimes, particularly Food Specific
Stress, may place young women at increased risk. Childhood mealtime experiences
may be the factor that differentiates between individuals who will or will not develop
bulimia. Although father's parenting correlates with the severity of bulimic symptoms,
childhood mealtime experiences represent the best single-variable model to predict
bulimic symptoms.
In addition to researching risk factors, it also seems appropriate to study factors
that may protect young women from developing bulimia nervosa. In doing so, future
researchers could determine which paternal and mealtime variables serve as protective
factors preventing bulimia. Will young women who have fathers that are caring and
who promote their autonomy develop bulimic symptoms? Will young women who
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grow up with stress-free mealtimes be protected from developing bulimic symptoms?
These questions will be important to answer in order to develop effective eating
disorder prevention programs.
In the meanwhile, bulimia nervosa prevention programs need to stress the

importance of the father-daughter relationship, emphasizing the need for fathers to
show their daughters affection and to promote their independence. An overemphasis
on mealtimes also appears to be a significant contributing risk factor. Thus,
prevention programs need to identify a variety of ways that families can interact to
counteract the current trend of families to associate only at mealtimes.
In support of the present study's focus on the family system, research has
shown that it is important for family members to be involved in treatment programs
for bulimia nervosa (Dodge et al., 1995; Killian, 1994; Schwartz et al., 1985). When
using one model of family therapy for bulimia, researchers found that when treatment
was terminated, 66 % of the bulimics were consistently in control of their symptoms
(Schwartz et al., 1985). In another study involving eight bulimic adolescents and their
families, Dodge and her colleagues (1995) demonstrated that family therapy was
associated with a decrease in bulimic symptoms and an improvement in eating
attitudes.
In therapy programs such as these, treatment plans should focus on family
dynamics, particularly improvements in the father-daughter relationship. Such
improvements would include fathers learning how to be less controlling with their
daughters and in tum exhibiting more caring for their daughters. To improve the
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father-daughter relationship, both need help to repair their distant relationship. There
is also an obvious need to implement healthy mealtime practices and interaction. In
implementing healthy mealtime practices and interactions, treatment plans need to
focus on shifting the family members' focus away from issues emphasizing weight and
health and the importance of food and meals in addition to reducing the general stress,
particularly food-related stress, of mealtimes. In doing so, therapists could help family
members with communication skills and conflict resolution strategies. These
therapeutic interventions are important, since healthy father-daughter relationships and
stress-free mealtimes may be factors that not only protect young women from
developing bulimia nervosa but also protect recovered victims against relapse.
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Table 1
Mean Scores for the Bulimia Test-Revised (BULIT-R) and for Subscales of Childhood
Family Mealtime Questionnaire (CFMQ) and Parental Bonding Instrument (PBI)

Bulimic Groups

Measure

Therapy

Non-Therapy

(n = 9)

(n = 5)

M

SD

M

SD

BULIT-R Total

122.9 11.0

110.8

5.3

CFMQ Total

278.6 35.6

284.6 28.1

Total
Sample

(n = 168)
M

61.1

SD

25 .5

254.5 29.8

CFMQ Subscales

General Stress

53 .9

9.4

52.8

6.5

47.9

7.4

Weight and Health

50.2

12.6

49.6

8.6

40.8

8.9

Rigidity!Traditional

64.7 11.7

72.2

8.1

66.2

9.3

Importance of Food and
Meals

40.4

5.5

35.4

8.2

32.6

6.5

Food Specific Stress

23.8

6.0

17.8

4.5

16.7

5.0

Communication

45.6

9.5

56.8

6.4

50.3

6.8

34.4

10.3

39.2

16.6

37.5

8.3

PBI Total
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(Table 1 continued)
PBI Subscales

Care

17.4

8.8

19.4

16.7

24.5

9.0

Overprotection

17.0

6.1

19.8

5.7

13.0

6.9
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Table 2
Correlation Coefficients Between Bulimic Symptoms and Subscales of the
Childhood Family Mealtime Questionnaire (CFMQ) and Parental Bonding
Instrument (PBI)

Bulimic Groups
Total
Sample
(n=l68)

Therapy
(n = 9)

Non-Therapy
(n = 5)

.52

.40

.46

*

General Stress

.50

.14

.43

*

Weight and Health

.36

.70

.51

*

Rigidityffraditional

-.02

.22

.10

Importance of Food & Meals

.50

.24

.43

*

Food Specific Stress

.79

-. 04

.46

*

Communication

.24

.52

-.003

.SO

.18

-.04

Measure

CFMQ Total
CFMQ Subscales

PBI Total

**
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(Table 2 continued)
PBI Subscales

Care

.32

-.08

-.31

*

Overprotection

.38

.75

.35

*

*p :5. .0001, **p :5. .01
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Correlation Matrix for Subscales of the Childhood Family Mealtime Questionnaire

WH

RT

IFM

FSS

Comm.

.37*

.42*

.43*

.59*

.31 *

Weight and Health (WH)

.21 ** .42*

.47*

.25**

Rigidity!fraditional (RT)

.48*

GS

General Stress (GS)

Importance of Food & Meals (IFM)
Food Specific Stress (FSS)
Communication (Comm.)

Note. All correlations based on total sample, N = 168.
*p

s .0001, **p < .007

.24** .38*
.61 *

.13

.07

36
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Appendix A
Demographic questions
1. Marital Status:
a. single
b. married

c. divorced
d. widowed

2. Who was psychologically the same as a father for you while you were growing up
(birth to 16 years old)?
a. biological father
e. uncle
b. adopted father
f. brother
c. step-father
g. none of the above
d. grandfather
3. For the majority of your childhood and adolescence (birth to 16 years old), which
family structure best fits your family?
a. nuclear family (both biological parents)
b. single-parent family
c. mixed generational family (grandparents and parents)
d. extended family (grandparents &/or aunts & uncles)
e. foster family
f. adopted family
g. step-family
h. none of the above
4. Do you currently live with your parents?
a. yes
b. no
5. Have you ever had an eating disorder?
a. yes
b. no
(If no, skip questions 6-10.)
6. If recovering, what was your diagnosis?
a. anorexia nervosa
b. bulimia nervosa
c. bulimia-anorexia (both bulimia and anorexia)
d. eating disorder not otherwise specified
e. none of the above
7. If currently experiencing an eating disorder, then what is your diagnosis?
a. anorexia nervosa
b. bulimia nervosa
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c. bulimia-anorexia (both bulimia and anorexia)
d. eating disorder not otherwise specified
e. none of the above
8. How old were you at the onset of your eating disorder?
a. before 13
d. 19-22
b. 13-15
e. 23 and older
c. 16-18
9. Are you currently in treatment for an eating disorder?
a. yes
b. no
(If no, skip question 10.)
10. If currently in treatment, how long have you been in treatment?
a. 1 week
d. 7 months-1 year
b. 1 month
e. 1-3 years
c. 2-6 months
f. more than 3 years
11. Do you know anyone in your immediate family, parents generation (aunts, uncles,
cousins), and/or grandparents generation (great-aunts, -uncles, cousins) that
displayed any or all of the following behaviors: alcohol abuse, drug abuse,
compulsive eating?
a. yes
b. no
(If no, then skip questions 12-14.)
12. How many members in your immediate family (brothers, sisters, parents) display
one or all of the following : alcohol abuse, drug abuse, compulsive eating?
a. 1 member
d. 4 members
b. 2 members
e. more than 4 members (S+)
c. 3 members
13 . How many relatives in your parents generation (aunts, uncles, cousins) display one
or all of the following : alcohol abuse, drug abuse, compulsive eating?
a. 1 relative
d. 4 relatives
b. 2 relatives
e. more than 4 relatives (S+)
c. 3 relatives
14. How many relatives in your grandparents generation (great-aunts, great-uncles,
cousins) display one or all of the following: alcohol abuse, drug abuse,
compulsive eating?
d. 4 relatives
a. 1 relative
e. more than 4 relatives (S+)
b. 2 relatives
c. 3 relatives
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Appendix B
INFORMED CONSENT
I voluntarily agree to participate in this study entitled "Families and Their
Eating Habits." The entire experiment will take approximately 30 minutes. During
this time, you will be completing four different questionnaires.
I understand that I am free to withdraw from this study at any time without
receiving any penalty. I understand that this study is not expected to involve risks
greater than those ordinarily encountered in daily life. Although it is not possible to
identify all potential risks, I understand that the material covered in the questionnaires
is challenging and may raise issues that are personally troubling. Lastly, I understand
that confidentiality and anonymity will be maintained with regard to my participation.

I have read and understand the above and I hereby give my consent to
participate in this study.

Signature_ _ _ _ _ _ _ _ __ _ __

Date

---------

DEBRIEFING
Thank you very much for participating in my study. The results of this study
will further clarify the extent to which family factors contribute to the later
manifestation of disordered eating behaviors.
If the material in this study raised personally troubling issues regarding your
family background and/or eating disorder symptoms, then I recommend that you seek
out therapy. At the Counseling Center (581-3413) on campus, counseling is available
to students at no cost. Off campus, the Coles County Mental Health Center (3487666) is another resource that provides therapy. If you would like further
recommendations regarding additional resources, then you can contact my thesis chair,
Dr. Genie Lenihan at 581-6089. Otherwise, if you have any questions regarding this
experiment and/or its results, then you can contact Marci Smith, graduate student, at
348-0198.

